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TRANSCATHETER EMBOLIZATION OF MYCOTIC ILIAC ANEURYSM AFTER AORTIC VALVE 
REPLACEMENT BECAUSE OF BACTERIAL ENDOCARDITIS 
C. Akomea-Agyin, FRCS, J. F. Reidy, FRCR, and P. B. Deverall, FRCS, London, United Kingdom 
Mycotic aneurysms have been reported to occur in 
about 15% of cases of infective endocarditis, a Sudden 
rupture of these aneurysms i life threatening in the case 
of intracranial nd visceral aneurysms, yet their detection 
and prediction of rupture are not always possible even 
with arteriography. 2 The role of operation in the treat- 
ment of these aneurysms i well established, but operation 
is not always feasible because of difficult anatomic loca- 
tions or multiplicity of aneurysms. Selective transcatheter 
embolization to occlude the feeding artery can produce 
thrombosis of the aneurysm and obviate the need for 
operation. Though experience with this technique is lim- 
ited, more and more cases of its successful use are being 
reported. We present a case of a mycotic aneurysm of a 
branch of the superior gluteal artery diagnosed by selec- 
tive arteriography and successfully treated by emboliza- 
tion with steel coils. 
A 55-year-old man was admitted to the hospital with a 
4-week history of increasing shortness of breath, fever, 
and rigors. He was in hemodynamically stable condition 
and an early diastolic murmur was heard over the aortic 
area. There were no splinter hemorrhages or other evi- 
dence of peripheral embolization. Laboratory study re- 
sults were hemoglobin 9.5 gm/dl, white blood cell count 
11.9 × 109/L, urea 553 rag/L, and ereatinine 13 mg/L. 
Liver function test results were within normal imits as was 
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a coagulation screen. Chest x-ray films showed a normal- 
sized heart with evidence of pulmonary venous hyperten- 
sion. Transthoracic and transesophageal echocardiogra- 
play demonstrated severe aortic regurgitation and large 
vegetations attached to the valve leaflets. A diagnosis of 
acute bacterial endocarditis was made and blood cultures 
isolated Streptococcus mitis sensitive to penicillin and 
gentamicin. 
After 7 days of antibiotic therapy the patient underwent 
aortic valve replacement with the use of cardiopulmonary 
bypass. The operative findings were of a bicuspid aortic 
valve destroyed by vegetations and a small abscess cavity 
in the annular area. After the aortic valve was excised and 
all the infected tissue cleared the abscess cavity was 
obliterated and a 23R CarboMedics bileaflet mechanical 
valve (CarboMedics, Inc., Austin, Texas) was implanted 
with interrupted 2-0 Ethibond polyester sutures (Ethicon, 
Inc., Somerville, N.J.). The patient made a good postop- 
erative recovery and intravenous antibiotic therapy was 
continued for 2 weeks. Warfarin therapy was started on 
the first postoperative evening with the aim of maintaining 
the international normalized ratio between 2.5 and 3.5. 
On postoperative day 8 a large painful swelling sud- 
denly developed in the right buttock. This was thought o 
be a hematoma related to the anticoagulation. Aspirate of 
the hemotoma was sterile. The patient remained well and 
showed no signs of local or generalized sepsis. The 
hematoma was slow to resolve but he was well enough to 
be discharged from the hospital on postoperative day 21. 
He received antibiotics for a total of 6 weeks and antico- 
agulation therapy was continued. At 3-month follow-up 
the swelling was smaller and nontender. 
Seven months after his hospital discharge while still 
receiving anticoagulation henoticed a sudden increase in 
the size of the swelling, which also became xcruciatingly 
painful. Ultrasonography showed a large blood-containing 
cavity in the right gluteal region. The international nor- 
malized ratio was within the target range. A selective right 
internal iliac arteriogram showed a branch of the superior 
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Fig. 1. Right internal iliac arteriogram showing contrast 
leaking from branch of superior iliac artery into large 
space. 
gluteal artery with contrast leaking from it into a large 
space in the region of the hematoma (Fig. 1). This was 
believed to be a mycotic aneurysm that had ruptured. This 
artery at this point was selectively catheterized and then 
with the catheter tip just proximal to the neck of the 
aneurysm, three steel 0.038-inch coils (William Cook 
Europe Als, Bjaerverskov, Denmark) were placed in a 
small cluster in the artery. The postembolization study 
showed no filling of the hematoma nd occlusion of the 
feeding artery (Fig. 2). The neighboring arteries were 
spared. After the embolization there was a significant 
reduction in pain but the mass was unchanged in size. He 
has since slowly recovered and the muscle wasting around 
the buttock has improved. 
Mycotic aneurysms develop in about 15% of patients 
1 with infective ndocarditis. They are potentially life 
threatening if they rupture. An overall mortality rate of 
67% has been reported. 3 Any artery can be affected but 
the intracranial arteries seem to be prone with 5% of 
patients having intracranial hemorrhage in the acute 
phase of endocarditis. 4 A spectrum of arterial injury 
occurs in infective ndocarditis resulting in mycotic aneu- 
rysms. Hart, Kagon-Hullet, and Joerns 2 have postulated 
that sterile emboli may cause infarcts, which undergo 
secondary hemorrhagic transformation. This is usually 
mild but in the presence of anticoagulation can be more 
dramatic as in this case report. Anticoagulation was 
necessary because of the presence of a mechanical heart 
valve. 
Fig. 2. Postembolization study showing no filling of he- 
matoma nd occlusion of feeding artery. 
Transcatheter mbolization of bleeding or pathologic 
vessels is a well-established technique and both aneurysms 
and pseudoaneurysms have been effectively occluded. 
However, use of this therapeutic procedure in mycotic 
aneurysms is still limited because of various consider- 
ations. The walls of these aneurysms are thin and weak 
and are prone to rupture during the procedure. In addi- 
tion, there is the risk of chronic infection because foreign 
materials are introduced to a potentially infected area. 
This, however, did not seem to have been a problem in 
this case and other cases reported. This approach for 
dealing with mycotic aneurysms i therefore an acceptable 
option for some patients. 
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